Sir,

Metastases involving the brain, bone, liver, adrenal glands, and lymph nodes are well known in lung cancer. It is rare to have soft tissue metastasis in a lung cancer, with a reported overall incidence of 2.3%.\[[@ref1]\] Skeletal muscle or subcutaneous metastasis could be an initial presentation of an occult primary lung cancer. A high index of suspicion is necessary in these cases as soft tissue metastases are not only rare but also carry poor prognosis.

A 67-year-old woman, a nonsmoker, presented with a painless and slow growing swelling in the right suprascapular region. She noticed it for the past 1 month. There was no history of tuberculosis. She had no chest pain, loss of weight, or loss of appetite. On examination, the mass was located in the suprascapular region, approximately 3 cm × 3 cm in size, immobile and nontender with normal overlying skin. There was also a lymph node palpable in the left side of the neck. Her blood pressure was 139/70 mmHg, pulse was 81/min, and respirations were 19/min. Systematic review of other systems was unremarkable.

Chest radiograph of the patient showed a spiculated right suprahilar opacity highly suspicious for a lung tumor. Computed tomography (CT) of neck and chest showed peripherally-enhancing lesions with central low attenuation involving the left levator scapulae muscle \[[Figure 1](#F1){ref-type="fig"}\] (correlating to the clinically-suspected lymph node), subcutaneous tissue of right suprascapular region at T1 vertebral level \[[Figure 2](#F2){ref-type="fig"}\] (corresponding to the clinically palpable suprascapular mass). There was a central necrotic mass in the upper lobe of the right lung \[[Figure 3](#F3){ref-type="fig"}\]. Biopsy of the lung lesion revealed squamous cell carcinoma. Her sputum was negative for acid-fast bacilli.

![Contrast-enhanced computed tomography image of the neck shows peripherally -enhancing lesion with central low attenuation in left levator scapulae muscle (arrow)](LI-34-485-g001){#F1}

![Contrast-enhanced computed tomography image of the upper chest shows a peripherally - enhancing lesion with central low attenuation in subcutaneous tissue of the right suprascapular region (arrow)](LI-34-485-g002){#F2}

![Contrast-enhanced computed tomography image of the chest shows a speculated mass lesion with central necrosis in the upper lobe of the right lung (arrow)](LI-34-485-g003){#F3}

CT of the abdomen (images not shown) revealed further lesions in the left erector spinae, right rectus abdominus and left gluteus medius muscles. There were also focal lesions in liver and head of pancreas. The patient was given chemotherapy consisting of three cycles of gemcitabine and carboplatin. Follow-up CT at 3 months and 5 months intervals showed further worsening of primary lesion and metastases involving the lung and liver, with the appearance of multiple bone metastases. The patient was switched to new regimen consisting of three cycles of gemcitabine and cisplatin. Due to the progression of metastases, she eventually developed functional decline, sepsis, and desaturated. Supportive care was given. She died approximately 8 months after the initial diagnosis.

Metastasis involving the skeletal muscle is rare, with lung carcinoma being the most common primary. Prevalence of muscle metastases in lung cancer varies from 0% to 0.8%.\[[@ref2]\] Pop *et al*.\[[@ref3]\] found 114 cases of nonsmall cell lung cancer with skeletal muscle metastases in a literature search (during the period 1946--2007). Pain was the most frequent presentation (83%) of muscle metastasis and about 78% of muscle metastases were palpable at the time of presentation. Other modes of presentations include painless lump and asymptomatic masses seen accidentally following trauma.\[[@ref2][@ref3]\] In our patient, the presentation was painless swelling in subcutaneous tissue (suprascapular region) and skeletal muscle (levator scapulae muscle). Surov *et al*.,\[[@ref4]\] in their retrospective study using PubMed search and database of their institution, analyzed a total of 461 patients with skeletal muscle metastases from various primaries. They described five different imaging features of muscle metastasis. Type I - round to oval mass with homogeneous enhancement, Type II - lesions with peripheral enhancement and central low attenuation, Type III - diffuse infiltration with inhomogeneous enhancement, Type IV - intramuscular calcifications, and Type V - intramuscular bleeding. They also emphasized that metastasis with Type II imaging feature occurred more often in lung cancer compared to other primaries, which was also present in our patient. Tuoheti *et al*.\[[@ref5]\] described the presentation of muscle metastasis as a painful mass with peritumoral enhancement on imaging that favors metastasis than sarcoma. Acute local presentation, signs of sepsis, and history of intravenous drug abuse are useful features that help differentiate abscess from muscle metastasis.\[[@ref3]\] No clear distinction is available in the literature between cutaneous and subcutaneous metastases.\[[@ref1]\] The incidence of skin metastasis from lung cancer varies between 1% and 12%\[[@ref6]\] with chest, back, abdomen, head and neck region being the frequent sites.\[[@ref7][@ref8]\] In patients with multiple soft tissue metastases, chemotherapy is the main-stay of treatment option.\[[@ref3][@ref7]\] Our patient, unfortunately, did not respond to chemotherapy and died 8 months after the initial diagnosis. Patients presenting with skin or muscle mass as initial presentation of lung cancer have a poor prognosis, and high index of suspicion is necessary in such cases to look for occult primary lung malignancy.
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